Background: Although studies have suggested that a relationship exists between hospital teaching status and quality improvement activities, it is unknown whether this relationship exists for trauma centres.
Background
Quality improvement programs are an important component of trauma centre and system structure [1] , and have been shown to be a valuable administrative tool to strengthen the care of severely injured patients [2] . However, at present, trauma centres appear to conduct quality improvement programs of varying degrees of intensity and sophistication [3] . Despite this heterogeneity, it remains largely unknown whether quality improvement program structure and activities improve overall trauma patient outcomes [4, 5] .
Conflicting evidence exists regarding the effect of hospital teaching status on patient care. Although teaching hospitals have higher volumes, which may correlate with improved outcomes [6, 7] , this association may be negated by the presence of learners and their relative inexperience. Moreover, while a systematic review reported that hospital teaching status had little effect on patient outcomes, this association may depend on the disease examined [8] . Only one study has examined the association between outcomes of injured patients and teaching status. This study of splenic injury management found that teaching hospitals were more likely to attempt non-operative management, which resulted in increased rates of splenic salvage [9] .
Although quality improvement has been used in trauma care for some time, there exists a gap in knowledge whether teaching trauma centres differ in their quality improvement activities relative to non-teaching centres. A recent review suggested that teaching hospitals had superior quality indicator use in terms of process measurement and other non-mortality end points relative to those used by non-teaching centres, but did not focus specifically on trauma care [10] . We recently conducted a large multinational survey specifically designed to assess the quality indicators used by trauma centres [5] . This study reports the results of a re-analysis of this survey to explore the relationship between trauma quality improvement programs and hospital teaching status.
Methods
To examine the quality of care provided to severely injured patients, we developed a conceptual model of quality indicators in trauma care that merges Donabedian's framework of quality of care with modern systems of trauma care. This was previously described in a scoping review of quality indicators in trauma care [11] . A survey tool was developed based on the results of this scoping review and semi-structured interviews with injury and quality of care experts. The details of survey development, design, implementation, and data collection have previously been outlined [5, 12] . A copy of the survey is available online and can be found at: http://links.lww.com/TA/ A93. Ethics approval was obtained from the Conjoint Health Research Ethics Board at the University of Calgary.
The original study included a voluntary, web-based cross-sectional survey of 330 trauma centre program leaders between March 10, 2009 and June 19, 2009 in the United States, Canada, Australia, and New Zealand. The survey collected information on trauma centre level of care designation, geographic location, teaching status, number and type of injured patients managed, nature of their quality improvement program, and quality indicators utilized [5] . The Internet was also searched for quality improvement data on surveyed trauma centre websites. Analyses were performed with trauma centres classified into two self-reported groups: teaching (university based teaching setting or university affiliated teaching setting) and nonteaching (non-teaching setting). Trauma centres were categorized as high volume according to American College of Surgeons (ACS) annual volume requirements for a Level I centre of at least 1,200 patients with any Injury Severity Score (ISS) [13] , and at least 240 patients with ISS >15 [1] .
Statistical analysis
The strategy for the primary analysis was to describe and compare the quality improvement programs of trauma centres according to teaching status. Medians were used when distributions were skewed and contained several outliers. Comparisons of dichotomous responses and derivation of confidence intervals for teaching versus non-teaching trauma centres were performed using the Chi-squared test. In order to assess for effect measure modification/subgroup differences, we stratified these dichotomous outcomes by trauma centre accreditation/verification, ACS level of care designation, geographic location, volume, median household income of the surrounding neighborhoods, and the number of patients assessed yearly. The Mann-Whitney U-test was used for comparisons of data summarized using medians. Statistical analyses were conducted using Stata version 10 (Stata Corp, San Antonio, TX).
Results
The survey was sent to 330 trauma centres (263 in the United States, 46 in Canada, 18 in Australia, and 3 in New Zealand) between March 10, 2009, and June 19, 2009, and 251 (76%) responded. Of the 251 centres that responded, 174 (69%) were teaching and 75 (30%) were non-teaching centres, and 2 (<1%) could not have their teaching status classified due to missing data. All the participating trauma centres reported using a trauma registry. The characteristics of the trauma centres responding to the survey are summarized in Table 1 stratified according to teaching status.
Performance measurement
The content of the quality indicators and the Institute of Medicine dimensions of care evaluated by the quality indicators are summarized in Table 2 . With respect to the content of the quality indicators, teaching centres were more likely to use indicators for evaluating treatment (18% vs. 14%, p < 0.001) and non-teaching centres more likely to use indicators evaluating triage and patient flow (15% vs. 18%, p < 0.001). With respect to the Institutes of Medicine dimensions of care, teaching centres were more likely to use indicators evaluating timeliness of care (23% vs. 20%, p < 0.001) and non-teaching centres were more likely to use indicators evaluating efficiency of care (25% vs. 30%, p < 0.001).
The top 10 quality indicators used by teaching centres compared to non-teaching centres are summarized in Table 3 . Seven of the top 10 quality indicators were common to both teaching and non-teaching centres. All 10 indicators were used by over half of the teaching centres and more than 80% of teaching centres used the following four indicators: time to laparotomy, pulmonary complications, in hospital mortality, appropriate admission service/physician. Conversely, three indicators were used by over half of the non teaching centres with the most common, in hospital mortality used by 57% of non-teaching centres.
Quality improvement
The quality improvement practices according to trauma centre teaching status are summarized in Table 4 . Trauma centre quality improvement practices appeared to be similar across centres of different teaching status. The majority of teaching versus non-teaching centres reported using morbidity and mortality conferences (96% vs. 97%, p = 0.61), quality of care audits (94% vs. 88%, p = 0.08) and both internal (79% vs. 77%, p = 0.77) and external (76% vs. 69%, p = 0.22) benchmarking. Approximately half of teaching and non-teaching centres (51% vs. 43%, p = 0.22) reported using report cards. Teaching centres were more likely to participate in research.
Subgroup analyses
The results were similar when stratified by trauma centre accreditation/verification, ACS level of care designation, geographic location, volume, median household income of the surrounding neighborhoods, and the number of patients assessed yearly.
Discussion
Teaching and non-teaching centres reported being engaged in quality improvement and reported similar quality improvement activities. Small differences in the types of quality indicators used by centres were observed according to teaching status. Teaching centres were more likely to use indicators evaluating treatment and timeliness of care, while non-teaching centres were more likely to use indicators evaluating triage and patient flow as well as efficiency of care. Teaching centres were more likely to use the same indicators than non-teaching centres.
Present medical literature suggests that there does not appear to be any differences in patient outcomes in teaching versus non-teaching environments [8] . The literature is, however, limited by its observational nature, heterogeneity, and overall low quality [8] . With respect to quality improvement programs, there is little known about differences between teaching and non-teaching centres. One study has suggested that teaching centres have better quality of care measures than non-teaching centres in terms of processes of care and other non-mortality outcomes [10] . Interestingly, there were few large differences documented between teaching and non-teaching centres in our study despite potentially important differences in their characteristics (e.g., level of designation, geographical location, surrounding neighborhoods, number and nature of patients). It is conceivable that because the ACS mandates accredited trauma centres to partake in quality improvement activities, this leads to some homogeneity across institutions in the overall strategies. Previously published work describes in greater detail the quality indicators (QIs) that trauma centers use for quality measurement and performance improvement [5, 14] . However, there appear to be small but potentially important differences in trauma centre performance measurement and quality improvement between teaching and non-teaching centres.
The results of our study paralleled those from a previous study analyzing trauma centre volume and quality improvement programs [12] . As would be expected, non-teaching centres were more likely to be low-volume centres located in suburban and rural settings with a higher proportion of middle-income neighbourhoods surrounding these hospitals. Teaching centres were more likely to be high-volume centres located in urban settings with a higher proportion of lower income neighbourhoods surrounding these hospitals. Although teaching status segregated closely with volume status there were differences noted when stratifying by each of these categories. Teaching centres were more likely to use indicators for evaluating treatment and timeliness of care whereas high volume centres placed a greater emphasis on measurement of medical errors and adverse events, the use of guidelines and protocols, and employing report cards and benchmarking as quality improvement tools [12] . Non-teaching centres were more likely to use indicators to evaluate triage and patient flow and efficiency of care. Low volume centres measured the same quality indicators but in addition they were also more likely to measure effectiveness of care [12] .
The top 10 quality indicators were more likely to be used by teaching centres relative to non-teaching centres (>80% of teaching centres used time to laparotomy, pulmonary complications, in hospital mortality, appropriate admission service/physician). The quality indicators used in teaching centres versus non-teaching centres may reflect patterns specific to the volume of patients they each encounter and the types of services available. Thus quality indicator use is targeted to local quality of care challenges. For instance, 68% of teaching centres measured time to craniotomy whereas this was not one of the top 10 quality indicators for non-teaching centres; perhaps an indication of higher volume centres having the availability of neurosurgical services. On the other hand, 41% of non-teaching centres measured trauma team activation for severely injured patients whereas this was not one of the top 10 quality indicators for teaching centres; perhaps a reflection of challenges faced in smaller volume centres with the consistency with trauma team activation.
This study has several limitations, including its reliance on volunteer survey participants whose quality improvement activities may differ from centres that did not participate in the survey, the simplicity of the survey (high level description of quality improvement activities), and the lack of patient outcome data relating to morbidity and mortality. Differences in performance measurement and quality improvement could be associated with patient outcomes and warrants further evaluation. Moreover, as we conducted multiple statistical tests, one or more of our observed associations could have been due to chance alone. Further studies should assess the relative importance of the different facets of quality improvement on patient outcomes and how they interact with institutional characteristics so that professional trauma organizations can accurately recommend the best quality improvement processes.
Conclusions
Our study provides the first examination of trauma centre quality improvement programs according to trauma centre teaching status. Our data indicates that most trauma centres are engaged in quality improvement employing a diverse range of performance measures and improvement strategies. However, there appear to be small but potentially important differences in trauma centre performance measurement and quality improvement according to trauma teaching status.
